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the crises occur on three successive occasions and in one on four. The 
key to the problem seemed to be found when the scrum of reacting and 
non-reacting patients was tested with properly alkalinized arsphenamin. 
When arsphenamin was brought into contact with the scrum of non¬ 
reacting patients no precipitate or at most a faint opalescence appeared. 
The sera from the eleven reacting patients, however, gave a heavy 
whitish-yellow precipitate. Thus by testing previously the serum and 
.the solution one could say whether or not a reaction would follow the 
injection. In those in whom a precipitate was produced a prophylactic 
dose of epinephrin seemed to prevent the onset of the nitritoid crisis. 
After its appearance, also, the same drug hypodermically shortened the 
duration of the alarming symptoms. Having determined that the nitri¬ 
toid crisis occurring with sufficiently alkaline arsphenamin in certain 
persons was due to intravascular precipitation, the next question that 
arose was, Why should the precipitate be formed only in the blood of 
these patients and not in that of the majority who received the same 
amount of drug in the same physical state? Fleig had shown that most 
of the precipitate produced when acid arsphenamin was added to serum 
consisted of protein. No determinations of the content of the blood in 
protein in these cases has ever been made. Blood from two patients 
analyzed by the nephelometric method of ICobcr and Graves showed 
that there was an increased protein content, essentially an increased 
globulin content. The hypothesis is therefore put forward, tentatively, 
in view of the small number of studied cases, that this may be the solu¬ 
tion of the problem; that is, that the increased protein content of the 
blood in certain syphilitics may favor precipitation in vico even of 
properly alkalinized arsphenamin. 
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Method of Determining the Dilatation of the External Os during 
Labor by External Examination.— Welz (Am. Jour. Obst. f February, 
1917) describes Unterbergcr’s method for detecting dilatation of 
the external os uteri as practised in Winter’s Clinic at Konigsburg. 
This depends upon the fact that as soon as labor commences the con¬ 
traction ring of the uterus is formed a little above the internal os. 
It is at the level of a large coronary vein, where the serous coat of the 
uterus is firmly adherent to the underlying muscle. It exists only 
during labor and can be felt only during labor pains in normal cases. 
Whether this band actually contracts or merely indicates the lower 
circle of contracting muscle is a question. The lower segment is dis- 
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tinctly thinner than the upper segment from its distention during the 
first stage of labor. As labor proceeds the presenting part is forced 
through the contracting ring of the lower segment into the vagina. 
As the mechanism of labor develops the contraction ring gradually 
rises out of the pelvis to a point about midway between the symphysis 
pubis and the umbilicus when dilatation is complete. The rise is in 
proportion to the degree of dilatation in the cervix and may be taken 
as an index of the degree of dilatation of the external os. When this 
ring cannot be felt externally above the symphysis the external os 
has reached dilatation corresponding in size to a silver dollar. When 
the diameter of the external os is 4 cm. or above the ring can be recog¬ 
nized two fingers-breadth above the symphysis. As dilatation proceeds 
the ring rises, so that when the os is about 8 cm. in diameter the ring is 
three fingers-breadth above the symphysis. The ring runs transversely 
across the uterus and is four fingers-breadth above the symphysis, with 
complete dilatation of the external os. The ring becomes apparent 
only during uterine contractions except in cases of threatened rupture 
of the uterus, when it may be recognized between the pains. Unter- 
berger practised this method in 300 cases and corroborated it by internal 
examinations. A correct diagnosis was made externally in 95 per cent., 
and the 15 failures out of 300 cases were due largely to a partially 
distended urinary bladder. In 3 cases only, or 1 per cent., the height 
of the ring did not correspond to the degree of dilatation in the external 
os. This condition was considered abnormal, for in 1 of these patients 
it was necessary to incise the cervix in order to deliver. The writer 
is using this method, and in order to succeed with it, patience is neces¬ 
sary to acquire proficiency in palpation. The urinary bladder must 
be empty and a very fat abdomen and extremely rigid abdominal wall 
may defeat the purpose of the examination. The greater the degree 
of relaxation and the thinness of the patient the easier it is to apply 
this method of diagnosis. Flexing the knees has a slight influence in 
relaxing the abdominal wall. When conditions are favorable the lower 
segment can be recognized as a smoothly divided wall of tissue when 
dilatation is about complete, and at its upper border is the contraction 
ring. To feel these the finger tips should be placed lightly on the lower 
abdomen just above the symphysis, moving them up and down until 
a furrow is felt extending transversely. The writer finds that this sign 
is plainer in priinipara; in whom the resistance of the lower segment is 
great. In imiltipane repeated parturition so diminishes the resistance 
that the sign may be of little or no value. 


Rectal and Vaginal Examination in Labor.— Moore (Am. Jour. 
Obst ., February, 1917) employs rectal examination during labor in the 
Obstetrical Clinic at the Hospital of the University of Minnesota. He 
claims for it certain advantages in that it is practically painless, there 
is no danger of septic infection, it is easy to perform, as it requires no 
preparation of the patient or doctor, and repeated examination by this 
method does not increase the danger of septic infection. Examinations 
can often be made more frequently than through the vagina, and thus 
the progress of labor can be more accurately followed. It also gives 
information concerning the full or empty condition of the rectum, and 
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the operator need not hurry in making the examination. Some 
abnormal conditions are recognized better by rectal examination than 
when a vaginal examination is made. Such would be the existence of a 
second, non-pregnant horn of a bicornute uterus. In certain cases of 
uterine tumor, as well as pregnancy, these tumors can be felt more 
readily through the rectum than through the vagina. Gloves should 
invariably be employed. An ordinary clean glove is usually sufficient. 
Mucilage of tragacanth should be used as a lubricant instead of vaselin, 
as it is easily washed off from the glove. Should there be any doubt 
concerning what is found by rectal examination it should be supple¬ 
mented by vaginal examination. The writer has found this method 
useful, together with palpation in pregnancy and labor. Examination 
by the rectum should be an adjunct to that by the vagina, with the 
purpose of lessening the frequency of vaginal examinations. When a 
gauze sponge has been left in the vagina after an operation it can be 
detected by rectal examination because of the bulging. During the 
puerperal period this examination will detect retroversion of the uterus 
and also the degree of involution. In pregnancy it may reveal rectal 
carcinoma, fibroid, uterine tumors and abnormalities. One can also 
during labor observe the advancement of the head during a pain and 
thus get an idea of the progress of parturition. If the placenta has 
become detached and lies in the lower segment of the vagina this fact 
can be ascertained by rectal examination. When labor is delayed, 
and it is desirable to know how far the presenting part has advanced, 
by rectal examination the spines of the ischium can be detected and the 
position of the presenting part with reference to this landmark can be 
made out. Also after a difficult forceps delivery, rectal examination 
will detect fracture of the spines of the ischium or fracture of the 
coccyx. This examination also helps to determine the time when 
vaginal examination becomes absolutely necessary. It is sometimes 
possible in this way to increase the flexion of the head in delayed labor. 
It is thought that nurses should be instructed in this method, as thus 
they can more efficiently watch the progress of labor. The reviewer 
lias never been convinced that rectal examination during labor was 
justifiable except in rare cases. No matter what precaution be taken 
the introduction and withdrawal of the finger or fingers into the rectum 
must transmit bacilli from the bowel to the region of the perineum. 
If palpation and auscultation are practised intelligently and in all cases 
the necessity for repeated vaginal examinations disappears. After 
delivery, when it is necessary to close lacerations of the pelvic floor, 
the highest point of these tears can often not be exposed unless the long 
finger of the gloved hand be introduced into the rectum and the pelvic 
floor strongly raised and drawn forward. This procedure is justifiable 
and is often of great service, but this should be done with the gloved 
hand only, and every precaution made to avoid the transference of 
material from the bowel upon the perineal region. 


Germs Present in the Mouth and Rectum of the Newborn.— 
Hymanson and Hertz (Am. Jour. Obst., April, 1917) have studied this 
subject in connection with germs present in the genital tract of the 
mother. They examined the secretions of the mother for bacteria and 



702 


PROGRESS OP MEDICAL SCIENCE 


also the secretions of the mouth and of the rectum of the infant. Of 
42 cases so tabulated germs were found in 16 and none in 26. The 
staphylococcus was much more abundant than the streptococcus, and 
were the first to appear. Apparently the child becomes infected to some 
extent at the moment of birth. 


Premature Separation of a Normally Implanted Placenta.— Wing 
(ylm. Jour. Obst., March, 1917) describes 5 cases of this condition, in 
one instance the abnormality occurring twice in the same patient. 
The first patient was a multipara, a vigorous, muscular woman in good 
health. In the afternoon of the day before her admission to the hos¬ 
pital the patient ran up and down stairs violently a number of times. 
About midnight she began to have severe and steady pain in the abdo¬ 
men and back. At nine o’clock on the following morning the patient 
suddenly passed a large blood-clot and a considerable quantity of fluid 
blood. This was repeated about an hour later. The patient wiis sent 
to the hospital; on admission her condition was poor,-the uterus was 
very large and very firm, the os admitted three fingers, the membranes 
were intact, the vertex presented, partially engaged, and the heart 
sounds could not be heard. The child was delivered so soon as possible 
by version; the cord was around the body and hand of one arm. The 
placenta was almost completely detached and surrounded by a large 
quantity of clotted blood. The patient died in a few moments after 
delivery from hemorrhage and shock. An autopsy could not be obtained. 
A second case was that of a multipara who had worked very hard and 
was taken with pain in the abdomen and back which she thought 
uterine pains. On examination the cervix was obliterated, the os 
slightly dilated, the membranes intact, the breech presenting and the 
uterus was tonically contracted and very tender. The patient com¬ 
plained of constant pain in the uterus and severe headache. The fetid 
heart sounds could be distinctly heard. The general condition of the 
patient was fairly good. Four hours after admission external bleeding 
began. During the following six hours there was very little external 
bleeding, but at the end of tills time the patient had a sudden and pro¬ 
fuse hemorrhage. The membranes were ruptured and the uterus 
contracted promptly and expelled the child spontaneously. The 
placenta and a large mass of clotted blood followed the expulsion of the 
child. The uterus contracted normally and postpartum hemorrhage 
was absent. The child died on the second day and the mother made 
a good recovery. His third case, a primipara, aged twenty-two years, 
was from four to six weeks before her term. Twenty-two hours before 
admission to the hospital she fell heavily against the rim of the bath 
tub. This produced discomfort in the abdomen, and in three or four 
hours the patient had severe abdominal pain, with cramp-like exacer¬ 
bations and severe backache. Vaginal hemorrhage gradually devel¬ 
oped and, while not profuse, was constant. When brought to the 
hospital, twenty-two hours after the accident, the patient was nearly 
exsanguinated and mildly delirious. The cervix was unoblitcratcd 
and barely admitted one finger. The placenta could not be felt. 
Abdominal hysterectomy was selected. Examination of the blood 
showed 33 per cent, hemoglobin. Just before operation, intravenous 
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saline transfusion was begun and pituitrin, ergot and inorphin were 
given at the same time. Ether was used, a small amount only being 
required. The uterus was found firmly contracted and of a dark 
purplish-red color. There was no free blood in the peritoneal cavity. 
The placenta was almost completely separated; the uterus was merely 
emptied of its contents and the incision closed. The uterine muscle 
was softer than usual, deeper in color and infiltrated with blood. The 
uterine wound scarcely bled and the uterus contracted well. The 
patient was delirious following the operation, but finally made a good 
recovery in three weeks. Four months after leaving the hospital she 
again became pregnant. At the end of the seventh month she was 
taken with pain in the abdomen and brought to the hospital. The pain 
was so severe as to cause her to faint. On admission to the hospital 
she presented all the symptoms of severe internal hemorrhage, with 
tonic, contraction of the uterus. Hysterotomy was performed through 
the former incision and on opening the abdomen it was found that the 
uterine incision had ruptured in its entire length; a placenta protruded 
through the rent. A seven months’ fetus, placenta and membranes 
were at once delivered; the uterine scar was excised and the edges 
sutured in layers with chromic catgut. The uterus contracted well 
and the patient ultimately made a good recovery. Examination of 
the placenta showed a firm clot which had acted as a foreign body in 
separating the placenta from the wall of the uterus. On examining 
the excised tissues from the old scar no abnormality could be discovered. 
The writer also adds the case of a primipara who believed herself in 
labor because she had pain and who had slight bleeding from the 
vagina, which became copious. Placenta previa was suspected, and a 
physician called to the patient tamponed the vagina with iodoform 
gauze. On admission to the hospital her condition was fairly good. 
The fetal heart sounds could be heard, but the uterus remained tonically 
contracted and the cervix unobliterated and thick. Placental tissue 
could not be felt and the patient had a gestominor pelvis of moderate 
degree. Abdominal Cesarean section was performed so soon as possible, 
the uterus being found normal in eolor and appearance. Two coils 
of the cord were about the neck of the child, bolding the neck and bead 
close to the lower border of the placenta in such a way as to pull the 
edge of the placenta away from the uterine wall. Subsequent examina¬ 
tion of the placenta showed separation over one-quarter of its area. 
The patient’s puerperal state was satisfactory; she had no elevation 
of temperature, and mother and child made a good recovery. 


Labor Complicated by Rupture of the Vagina with the Escape of 
the Fetus into the Peritoneal Cavity.— Matthews (/!?». Jour. Obst., 
March, 1017) reports the case of a multipara brought to hospital by 
ambulance with the history that labor pains began abruptly in the early 
morning about three hours before, about the calculated time for confine¬ 
ment. Pains were severe for half to three-quarters of an hour, and 
suddenly, F after a severe pain, the patient had no more. Considerable 
bleeding developed and almost immediately the placenta was expelled. 
A physician was summoned who ligated the cord and removed the 
placenta, and three hours later the patient was brought to the hospital. 
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On admission there was considerable shock and the abdomen was 
extremely large and markedly pendulous, with umbilical hernia pro¬ 
truding; the child was in the transverse position, with the head and right 
foot to the left, the back to the front and below the umbilicus. Above the 
umbilicus the soft parts were readily felt. The child was lying just 
beneath the abdominal wall and could be moved about readily. Its 
heart sounds could not be heard. On vaginal examination there was 
a large quantity of clotted blood, considerable fresh blood, and a 
protruding umbilical cord; the cervix could not be felt. When more 
clotted blood was removed a large tear was found in the posterior wall 
of the vagina. Operation was at once performed and, upon opening 
the peritoneal cavity, a full term fetus was found lying transversely 
in front of the uterus. There was a large quantity of free blood and 
clots. The dead child was removed, the blood clots removed so far as 
possible, when it was found that the uterus had not ruptured but that 
the tear in the posterior wall of the vagina, discovered by vaginal 
examination before operation, opened into Douglas’ cul-de-sac, and from 
this opening the child had escaped backward and upward into the 
abdominal cavity. Supravaginal hysterectomy with damps was quickly 
performed, iodoform gauze was placed over the cervical stump and 
carried down through the tear in the posterior vaginal wall out into the 
vagina. Several sutures were placed on either side of the gauze to close 
up the tear and prevent prolapse of the intestine into the vagina. The 
patient was in severe shock, from which she did not recover, and died, 
twenty hours after the operation. A review of the literature of the 
subject shows very few such cases. Hart has pointed out the fact that 
the posterior vaginal wall is weak at its upper half, is more stretched 
during labor than the anterior wall and that rupture of the vagina 
is most common when the posterior vaginal wall is covered by 
peritoneum. 

Hemolysis in the Transfusion of Babies with the Blood of the 
Mother.— Cukrry and Languock (Jour. Am. Med. Awn., February 
2G, 1910) draw attention to ^he hemorrhagic disease of the newborn 
and its usually fatal end. This can be divided into two classes: (1) in 
which hemorrhage may occur from the mucous membrane of the gastro¬ 
intestinal tract, the stump of the cord and subcutaneously, in all of 
which the diagnosis is easily made because blood is seen, and (2) those 
cases of internal hemorrhage winch are dillicult to diagnosticate and 
exceedingly dangerous. The most successful treatment of this condition 
lias been the injection of blood serum from the human or animal blood 
or the injection of whole blood. The writer? have tried the transfusion 
of whole blood by using the mothers as donors. Preliminary hemolytic 
and agglutination reaction was obtained before using the mother as the 
donor for her child. The effort was made to establish the complete 
compatibility of the mother’s and the infant’s blood. Obviously, the 
mother would be the most convenient donor and usually available at 
all times. If it could be established that her blood was compatible to 
her infants it would save valuable time and prevent delay for making 
tests. After describing the technic employed the writers state that 
34 tests were carried out on mothers and babies and that no hemolysis 
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or agglutination occurred. They therefore inferred that the hlood of 
the mother may be used without tests for her infant. They narrate 
the case of an infant that had bleeding on the second day of life from the 
nasal mucous membrane, bowels, cord and kidneys. Without pre¬ 
liminary test the infant was given GO c.c. of the mother’s blood through 
its external jugular vein by the indirect syringe method. One hour after 
transfusion no bleeding occurred from the wound made over the vein, 
and three hours later the stools were free from macroscopic blood and 
there was no other bleeding from any portion of the body. It has been 
estimated that the volume of blood possessed by the infant is one- 
twentieth of its body weight. In an infant weighing seven pounds its 
blood would be approximately 5f ounces. It is well-known that if 
one-third of the entire hlood supply is lost by hemorrhage there is 
grave danger of death. It is important to know bow much blood to 
use, for if too much be thrust into the circulation the heart muscle may 
suddenly dilate and death occur. It is estimated that from GO to 75 c.c. 
of blood is approximately sufficiently to supply the infant with the 
necessary elements to promote clotting and enough cellular elements 
to replace those lost by bleeding. This is an important reason why the 
indirect method of transfusion should be practised in infants as well as 
the simplicity of the technic. 


Thymus Death.— Falls ( Surg ., Gyncc ., and Obst., June, 1910) 
describes the case of a primiparous woman, aged twenty-four years, 
with normal labor terminating spontaneously in thirty-six hours. The 
baby breathed without difficulty until about two hours after birth, 
when respirations were difficult and the child cyanotic. This condition 
lasted for two hours, when the cyanosis deepened, respiration became 
more difficult and the child died without convulsions. Before and after 
birth its heart sounds were normal; just before death the pulse went 
down to thirty per minute. At autopsy the skin of the head, neck, 
arms and thorax was red and congested. The head showed no signs of 
trauma. The pericardial sac contained a large amount of serosanguineous 
fluid and the left lung was compressed and pushed to one side by a 
large thymus 4 cm. broad at its widest part and 5.5 cm. long. Crossing 
the upper portion of the thymus, from left to right at the upper border 
of the clavicle to the level of the lower border of the first rib, was the 
left innominate vein. This had compressed the thymus and lay in a 
groove on its surface. A branch of this vein leaves the thymus tissue 
at about the midlinc of the body. There was no evidence of thrombosis 
in the thymic veins, the left innominate or superior vena cava. There 
was edema of the posterior portion of the lung, more marked on the 
left side, and there were small hemorrhages on the substance of the 
kidney. Histological examination made of the hypophysis, thymus, 
thyroid, adrenal and spleen revealed no abnormalities. The trachea 
was opened just above the upper edge of the main portion of the gland. 
There was evidence of compression of the trachea by the main body 
of the thymus, sis shown by the difficulty in passing a probe down 
upward from the opening. The anomalous vein in this case was the 
left innominate. This is normally situated posterior to the thymus 
and joins the right innominate to form the superior vena cava. It is 
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difficult to assign exactly the cause for death. Undoubtedly, the 
pressure of the thymus gland upon the trachea and upon the surrounding 
vessels was the main factor in the case. 


Cesarean Section through the Lower Uterine Segment.— Costa 
(Jour, scmainc med, 1910, xxii, 552) dates this method to Jorg, of 
Lcipsic, in 1807, and Osiander, Ilitgcn, in 1821, demonstrated the 
extraperitoneal method. In 1S70 Thomas, of New York, published his 
paper on the subject. In 1907 there were before the profession seven¬ 
teen distinct operations. The author divides these into extraperitoneal 
and transperitoneal. The first was founded on anatomical study, but 
the second arose from the fact that during the performance of an 
operation it was often impossible to make the operation an extra¬ 
peritoneal one. Franck published his first 7 cases in 1904 and Selheim, 
Lat/.ko and others have improved the method. Accidents arc more 
numerous by the extraperitonal route, and it is estimated that the 
peritoneum is opened in about 20 per cent, of cases. Next in frequency 
is injury to the bladder in 3 per cent. Fixation of the uterus to the 
abdominal scar has been observed, and this facilitates uteroflexion. 
Such adhesions are present in about 25 per cent, of the cases but do 
not always cause dystocia in subsequent labor. Many believe that 
the principal indication for section through the lower segment is 
presence of infection, and when one remembers how readily the peri¬ 
toneum is opened and communication thus established with the peri¬ 
toneal cavity it becomes evident that in eases of infection this is not 
the safest method. Selheim treated 0 cases of placenta previa and 
Ilinkel 1 without entering it. Most operators, however, believe 
that this method cannot compare with delivery through the vagina 
in appropriate cases nor with the classic Cesarean section. It is 
thought that conditions which contra-indicate the classic section, such 
as threatened rupture of the uterus, incomplete rupture of the lower 
segment, pulmonary tuberculosis, meningitis and pelvic tumors, 
indicate the operation. The writer believes that after this operation 
the scar is better and there is less likelihood of rupture of the 
uterine sear in subsequent confinements than after the classic section. 
The best statistics of maternal mortality give 5.33 per cent, with an 
operative mortality ranging from 4.2 to 2.85 per cent. Postoperative 
complications occur in about 30 per cent. Fetal mortality varies from 
1 to 3.02 per cent. Statistics would indicate that the section had an 
advantage of about 2 per cent, in mortality over the classic section, 
but many believe that this apparent advantage occurs beoause the 
classic section is performed with faulty technic. 


Induction of Labor for Pelvic Deformity.— Guicciaiidi (Annul, 
(lc Ostdriciu , 191G No. 2) writes with discrimination concerning this 
subject and describes cases in which Cesarean section was chosen in 
preference to the induction of labor for pelvic deformity, and also 
points out the various methods which are permissible in this complica¬ 
tion. The tendency is to do away with the induction of labor in the 
interest of the child and to substitute for it the performance of one of 
the other obstetric operations. A spontaneous expulsion of the fetus 
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is, of course, the ideal solution, and this may sometimes be aided by 
exercise during the last months of pregnancy, and success may be hoped 
for in cases of slightly contracted pelvis. The use of the forceps is per¬ 
missible when once dilatation proceeds successfully and the head 
engages. Embryotomy upon the living fetus in good condition is now 
declined by obstetricians, and so arc all methods which deliberately 
sacrifice a child in good condition. Cesarean section, to be successful, 
should be made as greatly elective as possible and care taken to select 
those patients who have not been previously repeatedly examined and 
in whom efforts at delivery have not been made. Pubiotomy has many 
claims made for it, but its field is evidently a limited one. AVhen there 
is doubt as to whether the child can pass through the pelvis one inay 
employ the test of pressing the fetal head gently into the pelvic brim. 
Attention is called to the many varieties of Cesarean section now 
perfected, and the statement is made that the operation must be 
appropriate and useful. 
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Two-stage Operation for Carcinoma of the Pregnant Uterus under 
Paravertebral Anesthesia.—While all operators are in accord that car- 
cimona of the pregnant uterus is an extremely grave complication, 
Mason and Konrad {Surg,, Gyncc. mid Obst., 1918, xxvii, 75) are of the 
opinion that by a two-stage operation under paravertebral anesthesia 
shock may be greatly reduced and frequently the life of both mother 
and baby saved. In a careful review of the literature they failed to find 
a single case in which a radical cure had been undertaken in a two- 
stage procedure; in most instances the child was delivered and the 
uterus extirpated at the same time or, the tumor being inoperable, 
the child delivered by the abdominal route. According to the authors 
the extreme vascularity of the entire pelvis at the time of delivery 
makes a careful pelvic dissection difficult, if not impossible, the condi¬ 
tion of the patient at that time necessitates haste which is often in¬ 
compatible with thoroughness, and hence the chances of recurrence are 
increased. They therefore advocate that a Cesarean section be per¬ 
formed at the first sitting and that the hysterectomy be undertaken at 
a second laparotomy after the patient has recovered from the shock 
and loss of blood incident to delivery, the intervening period being short 
and never extending over the complete uterine involution. As a further 
means of diminishing shock, both procedures may be carried out under 
paravertebral anesthesia. They observed no untoward general reac¬ 
tions, and anesthesia lasted from two to four hours. In the authors’ 
case twenty-two days were allowed to elapse between Cesarean sec¬ 
tion and hysterectomy. The patient’s life was undoubtedly prolonged 




